Although ganglion cysts are the most common benign tumors of the wrist and hand, those associated with the temporomandibular joint (TMJ) are very rare. 1 To the best of our knowledge, this is the only second report of a ganglion cyst originally presenting as an external auditory canal (EAC) mass without any definite anterior canal wall defect.
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A 50-year-old man was referred to our tertiary otolaryngology clinic with a history of aural fullness, as well as a hearing loss in his right ear and a mass in his right ear canal over the preceding 2 months. The aural fullness and hearing loss improved after the contents of the mass were aspirated at a local clinic, but they soon worsened again. The patient had no history of otorrhea, otalgia, or vestibular complaints. His otologic, medical, and surgical histories were otherwise unremarkable.
A physical examination revealed a white mass originating from the anterior EAC. The mass, which was slightly firm, discharged gelatinous material when pierced with a sharp pick. The tympanic membrane and middle ear cavity were normal in appearance (figure 1, A). The patient's audiogram revealed right conductive hearing loss at high frequency.
High-resolution computed tomography (CT) revealed a soft-tissue mass in the anterior EAC. The mass was suspected to have a connection with the TMJ, although this connection could not be clearly seen. The bony defect of the anterior wall was not evident even though some soft tissue could be traced to the TMJ ( figure 1, B) .
The patient was taken to the operating room for excision of the lesion through a retroauricular approach. Intraoperatively, the mass was located at a depression of the anterior bony wall and appeared to be communicating with the TMJ through a microscopic bony dehiscence. The mass and connected soft tissues were removed, and the bony defect was reconstructed with the fascia of the temporalis muscle and conchal cartilage.
Histologic examination revealed previously collapsed cystic spaces and overlying normal skin. At low microscopic power, the cystic wall showed severe myxoid degeneration and focal dense fibrosis with no epithelial lining. The solid components varied from myxoid to densely collagenous (figure 2). The patient had an uneventful postoperative course, and his symptoms disappeared. Institutional approval for this case report was obtained from the University of Soonchunhyung Internal Review Board.
Ganglions are cystic lesions that develop near joints of the wrist, ankle, foot, and knee. Three times more common in women than in men, 70% of all ganglion cysts occur between the ages of 20 and 40 years. 2 The etiology of ganglion cysts is not well understood, but they are believed to arise from chronic, repetitive trauma to adjacent connective tissue leading to myxoid degenerative changes of the connective tissue. 1 In rare instances, ganglion cysts of the TMJ can present as a mass of the EAC, sometimes without obvious communication with the glenoid fossa.
The most common EAC masses are benign tumors, including exostoses and osteomas. 1 These are generally considered to be asymptomatic masses. They are different from ganglion cysts, which have a slowly growing cystic component that can induce aural fullness and hearing loss, as in our patient. Puncturing ganglion cysts with a sharp instrument may discharge gelatinous material, which can help with the differential diagnosis. High-resolution CT is an important diagnostic tool.
Surgery is the typical form of treatment, but if a diagnosis can be made, a period of conservative management is justified if the cyst does not cause any symp-toms or an operation is contraindicated. If symptoms clearly attributable to the TMJ ganglion cyst are present, complete resection, along with the soft tissue connecting the mass and the TMJ, can provide relief. 2 Khachi et al treated this disease with a partial mandibular condylectomy and partial resection of the TMJ capsule. Canalplasty with skin grafting and wide meatoplasty were also performed via a preauricular/ endaural approach through a second-stage operation. 1 However, we excised the mass and soft tissue connected to the TMJ by canalplasty via a retroauricular/ endaural approach and reconstructed the defect of the anterior bony EAC with conchal cartilage and temporalis fascia. We propose that this technique has advantages both in the graft materials used and the surgical view. The patient's EAC healed without stenosis and remained widely patent with no hearing loss at followup 1 year later. 
